NEW PATIENT MEDICAL HISTORY
DATE: __________________
PATIENT NAME: ____________________________________ 
SHOE SIZE: ___________________
HEIGHT: _________________


WEIGHT: _________________
DESCRIBE THE PROBLEM YOU ARE HAVING WITH YOUR FEET:
__________________________________________________________________ R
L
BOTH
HOW LONG HAVE YOU HAD THESE SYMPTOMS? __________________________
Medication presently being taken? 
1) ________________________
4) ________________________





2) ________________________
5) ________________________





3) ________________________
6) ________________________
Supplements: (i.e./vitamins) 

1) ________________________
2) ________________________
Are you allergic to:
	
	YES
	NO
	
	YES
	NO

	Antibiotics
	
	
	Sulfa
	
	

	Aspirin
	
	
	Iodine, Shrimp
	
	

	Anesthetics
	
	
	Tape
	
	

	Codeine
	
	
	Motrin/Naprosyn
	
	

	Penicillin
	
	
	Latex
	
	

	Other
	
	
	
	
	


Have you ever had…
	
	YES
	NO
	
	YES
	NO

	Anemia
	
	
	Keloid/Thick Scar
	
	

	Arthritis
	
	
	Kidney or Liver Disease
	
	

	Asthma
	
	
	Osteoporosis
	
	

	Blood Clot/Phlebitis
	
	
	Psychiatric Disorder
	
	

	Cancer
	
	
	Rheum. Fever
	
	

	Colitis
	
	
	Sickle Cell Anemia
	
	

	Diabetes
	
	
	Stroke
	
	

	Epilepsy
	
	
	Thyroid Disease
	
	

	Gout
	
	
	Tuberculosis
	
	

	Hearing Problems
	
	
	Ulcers or Reflux
	
	

	Heart Disease
	
	
	V.D.
	
	

	High Blood Pressure
	
	
	Vision Problems
	
	

	High Cholesterol
	
	
	Other
	
	


Any Medical Conditions in the family? _____________________________________________________
Have you ever had any major injury to the head, back, feet, or legs? If yes, explain: _____________________
________________________________________________________________________________________
Have you had any surgery? (list) _____________________________________________________________
Do you or have you in the past? Smoke Cigarettes ______ Drink Alcohol _________ Take Drugs __________












(recreationally)


Do you participate in any athletic activity or exercise program?______________________________________
